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MLI spoke with Sven Otto Littorin, who, 
as Sweden’s Minister for Employment, 
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MLI: Let’s start by talking a little bit about the Swedish character, particularly the Swedish po-
litical character; what is it that people want from government?

Littorin: I think it’s probably a bit difficult when you’re in the culture to describe it accurately, but I 
think there are a couple of patterns that stand out to me at least. One is that it’s very egalitarian. It prob-
ably has a long historical background from the Vikings and onwards. You are supposed to be among 
others in a group rather than being the big guy, and that goes across the line actually. The second is that 
we are also a Lutheran country, which means that there is a strong work ethic, almost to the brink of 
ridiculousness. You know, you work otherwise you’re not pulling your weight. The third characteristic 
would be an engineering tradition, which makes things quite methodical or logical, if you like, also 
approaching the brink of ridiculousness because every government agency in Sweden looks the same 
and has the same set of governance around it and so on. 

MLI: And how does this then manifest itself in the attitude that people have toward government 
services – health care, employment services, and so on?

Littorin: I think that it’s a sort of a no-nonsense approach. It means that most people really don’t care 
who is providing these services as long as they are provided and as long as they are general in their 
nature and accessible and reasonably priced. They just want it to work. . . . There’s still room for lots of 
political fighting though, I mean, don’t get me wrong. There are lots of political fights. 

MLI: Tell us what you think the dominant features are of the health care system that make it 
satisfactory to the people that you’ve just described. 

Littorin: I think what happened is it started out as one of the welfare reforms that came in the early 
20th century and it grew into becoming almost a socialist planned economy structure where the public 
sector was both financing, producing, organizing, and doing the whole kit, but it was quite obvious 
even in the late 1980s and early 1990s that this had to shift because it wasn’t delivering what people 
were expecting it to deliver. The answer has been, over time, to introduce within this publicly funded 
system, a larger portion of private suppliers of these services. Again, it doesn’t really matter to people 
whether the doctor you have in front of you is privately employed or publicly employed as long as you 
get the care that you are paying for through taxes, right? So, that has made a dramatic shift, I think, in 
terms of the ways that doctors and nurses can decide. If they don’t like the system they are in, if they 
don’t like their bosses, they can actually drop out of the public system, start their own private care facil-
ity, and still be a part of the publicly funded system.

At the same time, I as an individual have the right to choose my own doctor and my own care facility, 
which has led to a situation where, in the primary care sector today, about one-third is privately oper-
ated, but publicly funded. I think quality-wise and delivery-wise it has been good not only for those 
who have these private operators, but also for the rest of the system because competition is a way of 
improving services across the line and within this publicly funded system it’s got very few down sides. 

MLI: You talked about the political fights that come with these kinds of reforms. Swedes accept 
this notion that there is a publicly funded system, but they don’t care whether providers are 
public or private operators?

Littorin: I think the biggest fight, as always, is about the total amount of funds available for health 
care with changing demographics where people stay alive longer and become older. Of course this is a 
challenge. How do we keep the system functioning? So there are lots of discussions about that. There 
are also discussions, of course, about quality and governance issues. Do we get what we pay for? How 
do we make sure this system is viable over time? There have been some examples of private providers 
within the system who are owned by venture capital companies and they have taken some profits out 
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of the country. This upsets a lot of people, arguing that tax dollars end up in the pockets of a few who 
are enriching themselves on people’s need for good health care. There has been a debate on long-term 
responsibility among owners. But overall having private operators has not been a big issue. 

MLI: And it’s not an issue, say, with the social democrats?

Littorin: No, I’m fairly sure that if there was a change in government, it would not be a part of their 
agenda to change that because it’s widely accepted and they know that they can’t turn it back. Telling 
these doctors that you now have to become publicly employed or tell patients that you now have to go 
to a public hospital, it’s a fight they can’t win. It’s a useless fight, you know it works so why change it?

MLI: Canadians will want to know a little bit about what kinds of services are provided because 
as you know, the range is rather limited in Canada. If you go to see a doctor, anything the 
doctor does for you is pretty much insured. If you go to a hospital any service the hospital de-
cides you should get is insured. Anything else, if you go to a non-hospital facility or if you see 
anybody who is not a doctor, like a nurse practitioner, it’s not insured. Drugs are not insured, 
dentistry is not insured. 

Littorin: I think that we have wider and deeper coverage, which means that basically most things are 
covered by the insurance. We do have user fees in the system, but they are capped and they are not all 
that high. There’s a special dental insurance system in place, but it works more the same way. Drugs are 
treated slightly differently. Every prescription drug is subsidized in one way or another as a percentage 
of the actual cost, but there is also a cap on the actual amount so you don’t have to become ruined just 
because you are sick. 

MLI: And you started to talk a little bit about user fees. We’re very interested not only in how 
user fees work, but what the mentality is behind the user fee. In Canada some people say “don’t 
bother with user fees, you don’t raise any money”.

Littorin: Well, that’s true. User fees aren’t there for the money primarily even though it is 15 percent or 
so of revenue that’s needed to cover costs. I would say the real value of user fees is two-fold. One is that 
it gives a signal to every single person that there is actually a cost involved here. I mean, it’s not free, 
there is no such thing as a free lunch; there is a cost involved. And the second is to manage demand in 
the system. When things are free we tend to overuse them and there is a risk, of course, that if there’s 
no cost involved whatsoever there is no barrier to going down to the GP’s office every single day if you 
like. It almost becomes like a social thing. To have a small user fee prevents that overuse or misuse. I 
would say it’s a fairness issue because if you get rid of the overuse or misuse then we can use the funds 
that we have to help those who really need it. 

MLI: When you raise the idea of user fees in Canada, the response of the people who defend the 
system is that you might discourage someone from using the system, and if you think you need 
to see a doctor there shouldn’t be any barrier to seeing them. Do Swedes have that?

Littorin: That’s not happening in real life because what happens, of course, is if you are sick you go 
to a doctor. If it’s a one-time fee of $15 or something like that it doesn’t prevent you from going to a 
doctor. It’s also the case that if you are without means you’re exempt from paying this fee. So it really 
is just a way of keeping this repeat customer, if I may call it that, out of the system to be able to focus 
the resources on those who really need it. 

MLI: So, the consensus in Sweden is that the existence of user fees does not damage the health 
of Swedes?

Littorin: I’d say that. When it was raised, this user fee, it was raised some 15 or 20 years ago, there was 
a discussion about this, but it tapered off and it’s all gone now. That is not the thing that people are 



Straight Talk – Sven Otto Littorin                                                                                              February 20144

worrying about or talking about. It’s more about assuring long-term quality as people get older. I think 
that’s where the debate is right now. 

MLI: So, the debate is moving on to issues of population aging, intergenerational equity?

Littorin: I think it becomes a very individual thing because there are lots of people, like myself, who 
are in a situation where we have quite old parents who are in need of care or will be in need of care. 
We worry about ourselves because I mean let’s face it, 20, 30, 40 years from now I’ll be there and then 
we have children who are quite young at the same time. So, we’re sort of in the middle of this genera-
tional shift, if you like, and we see the system has to work as we get older. So, there’s a big discussion 
about that, and it sort of also taps into the question of pension age, retirement age, the whole ques-
tion of how we get people to work more for longer. So, it becomes a rather difficult political question 
because which politician in their right mind would like to go to the voters and say, listen you have to 
work more for longer, otherwise you won’t be able to go to hospital or your children won’t have any 
schools. That’s not a very positive message, but it’s still true. 

MLI: Now, let’s talk for a minute about quality in the health care system because you said that 
Swedes are quite practical, they don’t fuss about whether it’s public- or private-sector provid-
ers, but they do care about quality. How does the system respond in a way that Swedes are 
satisfied that they’re getting quality services?

Littorin: I think that if you ask the average Swede they would probably say, “I’m fairly satisfied with 
the quality of service I get, but I’m worried that I’m not going to get it tomorrow”. That’s where the 
debate is right now. You have competition within the system. As a doctor if you’re dissatisfied with 
your boss or the publicly-run system, you can leave and set up shop with your fellow doctors and a 
couple of nurses and then you’re up and running. The only barrier for that to happen is that you have 
to be quality-assured by the county council. From the user end, you, as an individual, have the right to 
choose which doctor you want to go to. That is quite powerful within the publicly-funded system. It 
is quite powerful in order to make sure that you raise quality within the system. It also has to do with 
information, of course; so you can compare doctors for instance. It’s not only the way the doctor looks 
or how kind he is, but it’s also about how well he treats his patients of course. 

MLI: And there’s information available about that, sort of patient ratings of doctors?

Littorin: Yes, patient ratings, but moreso I think, things like the number of malpractice problems a 
doctor has had, and so forth. There is a quality element to that. It is available, but it’s not good enough, 
I’d say. It had room for improvement in order to be pedagogic for the end-user. 

MLI: And if you were in need of a surgical procedure, would you be able to check how long the 
queue is in this hospital versus the other hospitals?

Littorin: Yes, there is a four-step guarantee. It’s 0-7-90-90. Zero is the length of time that you are sup-
posed to wait to get to a primary care facility. It doesn’t mean a doctor, that’s the seven-day guarantee 
to meet a GP, but probably what you would do is pick up your phone, call your local office, and you’ll 
speak to a nurse. The nurse will be your first contact. She will give you advice on what to do and she 
will book you with a GP if that’s necessary, and you’ll meet a doctor within seven days. It normally takes 
much less than seven days. Then, there’s the 90 plus 90 guarantee for specialized care. So, within 90 
days you will get an examination and establish contact with your secondary care facilitator, and within 
an additional 90 the care you are supposed to get commences. 

This actually works quite well. There are cases where the time has not been met, but according to the 
rules what it means is that if you have to wait more than 90 days and your local county or local region 
can’t give you that, they have to pay to ship you somewhere else to get that care. That’s quite a power-
ful tool because no county would like to pay another county for your patients. 
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MLI: We’ve talked about both public and private providers within the public system; in other 
words you can see a private doctor and have the public system pay. Can you be outside the 
public system all together?

Littorin: Yes, you can. There is a growing number of people who do take out private health care poli-
cies and it’s increasing in specialized services. People who are specialists in their area, for instance, 
have employers who are so keen on having them healthy and fit that they are prepared to pay a pre-
mium to get private health care insurance, and then there are hospitals that would take care of you 
within that policy. So, that is possible, absolutely, although I do believe that this will become more and 
more politically sensitive if it becomes too big because people argue, “well we’ve paid taxes to get this 
service so now do I have to pay twice?” That’s one argument, and the other argument would be, okay 
so you’ve done this but are you buying yourself to the head of the line? 

MLI: In Canada, the argument is that if you allow private sector medicine, if you allow doctors 
to opt out of the public system, the system has lost those doctors. There’s less medical capac-
ity then for the people in the public system. So, in effect, if you allow private medicine you’re 
robbing the public system. 

Littorin: Well, I’m not so sure about that. I mean, you have the same amount of patients going around. 
It’s not that people become more sick just because you have a couple of private doctors. It just has to 
do with the way that you finance these operations. So, to me it’s not a big problem that you have people 
who have opted out of the public system. They still pay taxes so we still get the revenue from them, so 
it’s a bigger problem for them than the rest of us.

MLI: The cost of providing health care in the public sector in Canada is rising faster than popu-
lation growth, rising faster than economic growth, it’s rising faster than revenues. It’s rising 
faster than everything. And, in effect, it’s starting to crowd out other kinds of public spending. 
Are you having a similar experience?

Littorin: It’s a problem all over, I guess. It’s a combination of factors and it’s hard to distinguish which 
is which because if you have an aging population, it’s quite natural that it would probably rise quicker 
than any other cost that you would compare it to, but that can’t be the entire question because there’s 
also a problem of measuring productivity in the publicly-operated system. How do you do that? In 
national accounts productivity growth is always at zero for the public sector. Is that really true? I’m 
not so sure about that. It shouldn’t be, we should have productivity growth also in the public sector, 
of course. So, there’s lots of discussions going on and how do you measure output in the health care 
sector? 

I think it’s absolutely certain that we need to make sure that we have quality increase over time and cost 
decrease over time and the only way we can do that is by increasing productivity, that’s the only way. 

MLI: Would it be your view that the competition that’s possible within the Swedish system is a 
way of improving the productivity of the system?

Littorin: Absolutely, and the funny part is that Swedes are not revolutionary. We do not like revolu-
tions. We like a small steady pace of improvements, sort of in the equality-driven engineering tradition 
of Lutheran, hard-working Swedes, right? And the evidence is that it works because we’ve had that sort 
of state monopoly system going for a long time and it wasn’t efficient enough. So, we introduced these 
small steps to improve the system and as I said earlier, now we have about one-third of our primary 
care facilities operated by private operators. Will it be 40 percent or 50 percent a couple of years from 
now? I don’t know. To be honest, I really don’t care that much because it doesn’t matter if it’s 30 or 20 
or 40, but just the fact that the opportunity is there and that it can shift over time without limitations 
makes me believe that there is something there that has to do with quality and productivity. It does the 
job and that’s the important thing.
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The same thing happened to our school system. We introduced school vouchers 20 years ago – it’s not 
a huge change in terms of numbers. There’s about 13 percent of kids in primary grades and 26 percent 
in high school who go to private schools funded by the public sector, but the impact on quality has 
been dramatic throughout the system. It made public schools think about what they deliver in terms of 
both quality of the environment that the kids are in, but also in pedagogic terms being able to test what 
works and what doesn’t and that is the key element I think. The ability to try and fail sometimes and to 
have lots of influences coming into the system; I think that’s really the key. 

MLI: One of the greatest obstacles to this kind of experimentation within the public system in 
Canada is you have a public sector monopoly which then had another layer of monopoly on 
top of it which is public sector unions. Sweden is very highly unionized. Presumably workers 
in the health care system are unionized. How have you got them to buy into these incremental 
reforms?

Littorin: I think it was just because they were incremental, but they were highly opposed by trade 
unions when they started, absolutely. Then, along the line, even the unions saw that it wasn’t all that 
bad. It was actually probably quite good and especially among the doctors and nurses that were able to 
opt out of the system and start their own facilities, the perception is, of course, that the system is great 
because they have the opportunity to get another employer, which they didn’t have before. They had 
one employer and now they can be their own boss if they like or have someone else as a boss. That has 
improved their quality of work quite a bit and that is an opinion that flows back into the trade unions. 
You know, we’re not a nation of conflict, so even though we’ve been pushing these things, we’ve tried 
to do it step by step, piecemeal, you know, not a revolution. It’s a way of improving quality over time 
and focusing on the right thing, not a sort of game around it, if you like. 

MLI: MLI published a paper in 2013 by a woman who used to be the finance minister for a so-
cial democratic government in one of our provinces, and she accepts the argument that people 
should pay something towards their health care, but she doesn’t want to impose a user fee at 
the point of service. She says that might discourage people from using the doctor. So what she 
wants to do is, at the end of the year, add something to your tax bill representing the number 
of times that you went to the doctor. But that doesn’t give you what we want with a fee at the 
point of service, because we’re trying to moderate demand. 

Littorin: That sounds like a compromise which doesn’t do the trick. To me, it sounds like the worst of 
two worlds because you have the fee but you don’t get the result that the fee was intended to deliver. It 
would just annoy people I would say. I think that if you pay $15 when you go to a doctor you know that 
there’s a cost involved because it is a service that is delivered to you that you’ve paid for. So, you pay a 
small amount of money to get access. I live in the UK now and point of service is completely free. Well, 
if I go to the doctor’s office I see people there who are basically spending their social life in the office 
of their GP – it’s ridiculous. The cost crowds out resources that could be used for people who actually 
do need some help, so in that respect, I think, doing it that awkward way of taxing it somewhere along 
the line later on, it misses the point. 

MLI: Do you have physician shortages?

Littorin: We do and that’s actually a big problem especially in rural areas, in the north for instance, and 
this is actually a big political debate right now. What happens is that we basically have to get temps in 
and motivate them by spending a lot of money for them. That, of course, is something because income 
disparity in Sweden is a big no-no, you know, for all kinds of reasons that I’ve told you before. So, pay-
ing these doctors huge amounts of money to go up and live in the north to treat people who are rarely 
there is a big politically sensitive issue, absolutely, but that’s the only way we can do it. Now, we are 
obviously hoping for doctors from other parts of the world to come to us to help out, which happens 
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through the European Union. We do have doctors coming from other parts of the world; the problem 
is language, of course. 

[For example], with Polish doctors, even though they are so close, it does pose a problem language-
wise and also because there are licences and they are not licensed to practise, so they have to take all 
of their courses and do all of the things they have to do to be licensed to practise. So, that is definitely 
an issue and the only way they try to solve it right now is through financial incentives – pay these guys 
more to go up there, and that’s so-so. To be perfectly frank you’d have to pay me quite a lot to go up 
there and live there as well because it doesn’t only have to do with the kind of work you do, it has to 
do with where your friends are and your family are and the weather and the mosquitos in the summer 
and the darkness in the winter and all of that. 

MLI: It seems possible to have a system that has advantages that Canada doesn’t have – broader 
coverage, pharmaceuticals, dentistry, and so on – with improved productivity, greater experi-
mentation, and better use of resources within the system. So, let’s talk a little bit about those 
coverage issues. Talk about gaining access to them.

Littorin: Let me start off with drugs, for instance. Prescription drugs are covered similar to user fees in 
the accessibility of health care facilities. It means that prescription drugs are covered by a percentage of 
their actual cost up to a ceiling. The ceiling is quite low, so you do pay up to about I’d say $200 or so, 
and then you’re maxed out. That’s it. Which means that people who are dependent on drugs for treat-
ment, for instance, don’t get ruined. It means also that people like myself who rarely reach $200 per 
year in prescription drugs do actually pay. There’s also a little quirk to the system and that is you have 
to get your card stamped, and I have to admit that I don’t normally do that because I forget my card, 
which means that I probably pay more than $200, but I can afford it. So, I’m fine and that actually helps 
the system in a way, but those who know that they are limited in resources will definitely get their card 
stamped. So, that acts as an equalizer in the system. That’s a quirk, you know, but it does make some 
sense in a way and it does help people.

When it comes to dentistry, same thing applies. There’s coverage that is a percentage of the cost in-
volved. It’s basically incremental in several steps, but there’s a max ceiling. People in Sweden would 
argue that that is really expensive and it is. I mean, you can pay a lot of money for dentistry in Sweden, 
but you still have a maximum amount at least and that’s always something. 

MLI: And in Canada basically the only people who matter in terms of providers are the physi-
cian, and the system will not reimburse if you have the nurse practitioner you talked about in 
your 0-7-90-90 formula.

Littorin: Oh, that’s interesting because I find that the nurses are often the best in the first step. They 
weed out people who basically need an Aspirin and a glass of juice or something from the people who 
really do need to see the doctor and they’re very experienced and very, very good. They can sort of 
tell why you’re calling and sometimes they can tell more than a doctor to be honest because they can 
feel if it might be something that is of a more psychological nature or if there’s something behind the 
scenes that they need to test. So they are quite good and they are part of the system. They are covered, 
absolutely. It doesn’t matter who you see really at the doctor’s office, if it’s a nurse or a doctor. So, 
yeah, that’s good. 

MLI: One of the great debates in health care, of course, is the distribution of costs over the life 
of a patient, and we know that as patients reach the very end of their life we increasingly throw 
all kinds of medical resources at them; it doesn’t necessarily extend their life particularly. 
On the other hand, these are human beings, they’re sick, and we want to look after them. So, 
where’s the debate about that in Sweden?
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Littorin: I think that the last 100 days of a person’s life are when the majority of the health care costs 
occur normally and I think there is huge debate about the dignity of the individual, especially towards 
the end of life. I think any measure trying to curtail that, trying to sort of minimize that would be ex-
tremely stupid for all kinds of reasons. I mean, just myself, would I like to have quality dignified care 
towards the end of my life – yes I would and I think I’ve paid for it, to be honest. So, the question or the 
debate is rather on how to improve the dignity. It’s not only about the quality of care and the quality 
of the health care system, the accessibility to drugs and so forth, it has to do with dignity in the system. 
Are you treated well, do you feel that you get the serenity that you would like to have in your last weeks 
of life, those kinds of issues. 

I’ll tell you, I’ve had a couple of extremely positive encounters with the Swedish health care system. 
One was when my mother passed away and she passed away at the private hospital in Stockholm cov-
ered within the system, one of the seven private hospitals. The care that she was given and the dignity 
of the care that she was given was absolutely outstanding I’d say. It was a wonderful experience even 
though it was so tragic. The second would be when my children were born. I think the system allows 
for a lot of personal interaction that is very humane, if you like. That is exactly what I think people are 
looking for. 

RECOMMENDATIONS:

1)  Implementing modest user fees for those who can afford them would give people an 
understanding of the price of care and discourage frivolous use.

2)  Introduce greater competition from private operators to improve choices for care and 
employment options for health professionals.

3)  Broaden coverage to include pharmaceuticals and different kinds of health care 
professionals to provide the appropriate level of care.
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Working for a Better Canada 
Good policy doesn’t just happen; it requires good 
ideas, hard work, and being in the right place 
at the right time. In other words, it requires MLI. 
We pride ourselves on independence, and accept no 
funding from the government for our research. If you 
value our work and if you believe in the possibility 
of a better Canada, consider making a tax-deductible 
donation. The Macdonald-Laurier Institute is a 
registered charity.

Our Issues

The Institute undertakes an 
impressive programme of 
thought leadership on public 
policy. Some of the issues we 
have tackled recently include:

•  Getting the most out of our 
petroleum resources;

•  Ensuring students have the  
skills employers need;

•  Aboriginal people and the 
management of our natural 
resources;

•  Controlling government debt 
at all levels;

•  The vulnerability of Canada’s 
critical infrastructure;

•  Ottawa’s regulation of foreign 
investment; and

•  How to fix Canadian health 
care.

About the Macdonald-Laurier Institute

For more information visit: www.MacdonaldLaurier.ca
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CONTACT US:   Macdonald-Laurier Institute 
8 York Street, Suite 200 
Ottawa, Ontario, Canada K1N 5S6

TELEPHONE:  (613) 482-8327

WEBSITE:  www.MacdonaldLaurier.ca

CONNECT  
WITH US: 

True North in Canadian Public Policy

@MLInstitute

www.facebook.com/ 
MacdonaldLaurierInstitute

www.youtube.com/ 
MLInstitute

What people are saying 
about the Macdonald-
Laurier Institute

I commend Brian Crowley and the 
team at MLI for your laudable work as 
one of the leading policy think tanks 
in our nation’s capital. The Institute 
has distinguished itself as a thoughtful, 
empirically-based and non-partisan 
contributor to our national public 
discourse.

PRIME MINISTER STEPHEN HARPER

As the author Brian Lee Crowley has 
set out, there is a strong argument 
that the 21st Century could well be the 
Canadian Century.

BRITISH PRIME MINISTER DAVID CAMERON

In the global think tank world, MLI 
has emerged quite suddenly as the 
“disruptive” innovator, achieving a 
well-deserved profile in mere months 
that most of the established players 
in the field can only envy. In a 
medium where timely, relevant, and 
provocative commentary defines value, 
MLI has already set the bar for think 
tanks in Canada.

PETER NICHOLSON, FORMER SENIOR POLICY 
ADVISOR TO PRIME MINISTER PAUL MARTIN

I saw your paper on Senate reform 
[Beyond Scandal and Patronage] 
and liked it very much. It was a 
remarkable and coherent insight – so 
lacking in this partisan and anger-
driven, data-free, ahistorical debate – 
and very welcome.

SENATOR HUGH SEGAL, NOVEMBER 25, 2013

Very much enjoyed your presentation 
this morning. It was first-rate and an 
excellent way of presenting the options 
which Canada faces during this period 
of “choice”... Best regards and keep up 
the good work.

PRESTON MANNING, PRESIDENT AND CEO,  
MANNING CENTRE FOR BUILDING DEMOCRACY

Scan this QR code to 
get your copy of our 
iphone app or to visit 
our mobile website


